Suicide is a major public health problem in India, probably even bigger than in the West. Suicidal behavior is the best conceptualized as a multifaceted complex problem involving social factors and mental illnesses. Broadly, there are two approaches to suicide prevention; population preventive strategies and high-risk preventive strategies. Population preventive strategies include reducing availability of means for suicide, education of primary care physicians, influencing media portrayal of suicidal behavior, education of the public, telephone helplines, and addressing economic issues associated with suicidal behavior. High-risk preventive strategy includes identifying individuals with high risk of committing suicide, intensively treating mental illness if present, and providing psychosocial support. Thus, prevention requires a multipronged effort with collaboration from various sectors including mental health professionals, social justice department, and macroeconomic policy makers.
Suicide is a public health problem of increasing magnitude. The WHO reported that over one million deaths worldwide are due to suicide and each death impacts at least six other people. [1] In India, data available in the public domain from the National Crimes Record Bureau show that the reported suicide rate was 14.9 and 15.4 suicides per 100,000 population in 2001 and 2010, respectively. Homemakers accounted for the highest proportion of suicide deaths over the decade. Distribution of the reasons for suicide remained almost constant overtime; most suicides (33.7%) were due to personal/social reasons, followed by health at 24.3% and unknown reasons at 16.4%. Nationally, poison/overdose with drugs/pesticides was the leading means of suicide through the decade. [2] Two large epidemiological verbal autopsy studies in rural Tamil Nadu reveal that the annual suicide rate is six to nine times the official rate. If these figures are extrapolated, it suggests that there are at least half a million suicides in India every year. [3] Suicide thus is a major public health problem in India, probably even bigger than in the West.
Although suicide is a deeply personal and an individual act, suicidal behavior is determined by a number of individual and social factors and is best conceptualized as a multifaceted complex problem. Many social factors
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such as poverty, domestic violence, divorce, dowry, love affairs, cancellation or the inability to get married, illegitimate pregnancy, and extramarital affairs play a crucial role. Recently, farmer suicides across the country have highlighted the problem and espoused governmental concern.
Mental illnesses are known to be strongly associated with suicide. Diagnosable mental illnesses, especially depression, are very common in persons who attempt suicide. Similarly, alcohol abuse is significantly associated with suicide. In spite of enough scientific evidence associating treatable mental illnesses with suicide, the access to psychiatric care remains poor in the country and this confounds the problem. The recent Mental Healthcare Bill of India which has been passed by the parliament, [4] has decriminalized suicide. It has made the government duty bound to provide care, treatment, and rehabilitation to a person who has attempted suicide due to severe stress. This is a welcome step and might strengthen the suicide prevention strategies which are almost nonexistent due to poor resources both in terms of trained workforce and budgetary allocations.
The response to the vexed problem of suicide prevention has mostly been pessimistic among health professionals, probably "because of the almost complete absence of randomized controlled trials demonstrating the effectiveness of specific treatments." [5] However, this pessimism is largely unfounded and multiple reports of effective intervention are surfacing. For instance, the WHO reports that low-cost brief intervention may be an important part of suicide prevention programs for underresourced low-and middle-income countries. [6] The regulation of paraquat in South Korea in 2011-2012 was associated with a reduction in pesticide suicide. [7] Broadly, from the perspective of prevention of health problems in general, two approaches of suicide prevention can be distinguished: first, population preventive strategies, which aim to decrease risk in the population as a whole, and second, high-risk preventive strategies, in which specific groups that are at increased risk, are targeted.
Population preventive
Reducing sensationalism and increasing the amount of educational material when news items pertaining to suicide are reported • Education of the public about mental illness and its treatment: Educational approaches in schools, namely, teaching about the facts of suicide, developing educational modules in life skills, and problem-solving and training teachers • Befriending agencies and telephone helplines • Addressing the economic factors associated with suicidal behavior: This is a policy matter which requires political will, resources and can have far-reaching impact.
The population-based preventive strategies described above are general in nature. One should keep in mind that these strategies need to be modified as per the requirements of individual communities.
High-Risk Group Strategy
Another strategy aimed at preventing suicide targets the high-risk groups. There are a variety of different high-risk groups such as patients with mental illnesses including substance abuse, elderly people, high-risk occupational groups, and prisoners. We would focus our discussion on patients with mental illnesses.
Common psychiatric diagnoses associated with suicide are depression, alcohol abuse, and schizophrenia. The most pragmatic approach is to provide effective treatment for these patients. Identifying risk factors for suicide are a commonly employed method, but one should be aware that suicide characteristics culled from the population-based studies might or might not be applicable to individuals. The following risk factors have been known to be associated with suicide:
• The answers to these questions would provide inputs regarding impending risk and possible interventions to mitigate this risk.
Risk management plan for such patients includes following:
Hospitalization: The management in the ward includes taking precautions such as 24 h supervision, supervised medications, keeping sharp objects out of patient's reach, and providing opportunity to communicate suicidal ideas to medical staff.
Treatment of underlying psychiatric disorder, if any.
Once the risk is lowered, the patient might need intensive psychosocial interventions and rehabilitation plan to meet the current challenging circumstances the patient finds himself in.
One particular period of high risk of suicide is immediately after discharge from hospital and continuity of care becomes very important.
Conclusion
The problem of suicide is a multifaceted problem which would require multipronged efforts with collaboration from various sectors. Suicide is increasingly being recognised as a medico-social problem, and a public health approach to suicide is gaining momentum. Hopefully, suicide prevention in the traditional mental health sector will be boosted by macroeconomic policies, social justice measures, and legal reforms.
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